AIR arthrography in the diagnosis of internal derangement of knee-joints has been used sporadically for some years but has never been widely accepted owing to the absence of a standard technique and the difficulty in the interpretation of the radiographs. Recently Cullen and Chance in a review of 32 patients examined in this way reported a high percentage of correct diagnoses subsequently confirmed by arthrotomy (Brit. J. Suirg., 1943, 
30, 241).
In the present series, 30 patients were examined in two and a half months. There was no particular selection. All those suspected of having an internal derangement of the knee-joint were examined by air arthrography. Some had obviously torn cartilages, others were less obvious and some very doubtful.
The technique employed was based upon that described by Cullen and Chance. The leg received a twenty-four-hour skin preparation, the knee was then filled with air which had previously been passed through a cotton-wool filter. Air was injected until there was very definite positive pressure in the joint. The amount required varied from 80 to 120 c.c. A firm bandage was applied above the knee to empty the suprapatellar pouch as far as possible and three glancing views of each cartilage were taken to show the anterior, middle and posterior portions and finally, a lateral view through the back of the knee-joint with the knee in full flexion. In order to obtain satisfactory views the X-ray tube must be centred exactly over the joint and the side of the joint being examined must be opened up as far as possible. This was done by forcibly abducting or adducting the tibia on the femur with the knee slightly flexed over a curved cassette while the radiograph was being taken. A 12 in. sinus cone was used kV. 50, ma. 60. Time of exposure 0-4 sec.
Of the 30 knees examined 21 came to operation and in the remaining 9 no lesion was found on arthrography and clinically they were very doubtful.
Of the 21 which came to operation the arthrograms of 3 of them were useless owing to the presence of fluid in the joint which obscured the cartilages. In the remaining 18 the findings at operation confirmed the arthrography findings though in 3 cases the exact type of lesion was not diagnosed prior to arthrotomy. In 15 cases the exact lesion could be diagnosed from the arthrogram without difficulty. Reactions were seen in 8 knees. They were slight in 6 and consisted of a synovial effusion. Moderately severe in 2 with pain for twenty-four hours and effusion. Every reaction cleared up within a few days. In each of these knees a synovial effusion was present before the arthrogram was done. This appears to be a definite factor in the causation of reactions. Some slight discomfort was complained of by the more apprehensive patients but the more phlegmatic ones had no symptoms.
The following slides were shown:
(1) Normal medial cartilage ( fig. 1 ).
(2) Normal lateral cartilage, anterior part ( fig. 2) . (10) Peripheral detachment of cartilage, medial ( fig. 8 ).
(11) Peripheral detachment of cartilage, lateral.
(12) Small cartilage tear and loose body. Thus a variety of cartilage lesions can be demonstrated by air arthrography. In the present series 18 positive diagnoses were made by arthrography and proved by arthrotomy. How many of the negative arthrographies were correct it is impossible to say yet. but in 5 negative arthrographies the knees were explored because of strong clinical evidence, and no lesion was found.
To summarize: These figures confirm (1) that lesions of menisci can be demonstrated by arthrography, and (2) that a negative arthrogram throws doubt on the validity of a positive clinical diagnosis. In such circumstances operation should be avoided until the knee has been given a further trial. 
